MISSOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF

DEPARTMENT OF PUBLIC HEALTH AND WELFAR ‘ :
. .. . 5 Z éz STATE FiLE NUMBEI!
DO NOT WRITE Registrati et No. _____ ———Primary Registration District No. _ —===_Registrar’s No. -

ON THIS STUB . H —
I. PLACE OF Du& : EN [z, USUAL IESIDENC_E {Where deceased lived. f institutlon: Residence before
ay '

a. COUNTY o 8. STATE “13 souri b. COUNTY 01 ay sdmission)
b. CITY {If auhide corporate limits, give TOWNSHIP only) Length cf stay in b ¢, CITY - - l Insica Limits
OR Libp OR
TOWN erty / )/5-4 © Town  Holg Y O No JE
c. FULL NAME QF (If NOT In hospital, give [ocation) Inside Limits d. STREET i {If cutside, give location) Reside on Farm

. ]
’ _M HOSPITAL OR - ADDRESS BA
24 poo wsyrotion: 1,0,0.F. Honme Yes Noﬂ R.R, Yes ﬂ No O

3 . .3. NAME OF PECEASED First Middle . Last 4. DATE Manth Day Year
{Type or print) - OF

ack Robeson DEATH Mey 19, 1963
5. SEX & COLOR OR RACE 7. Married [ Never Marricd [] |B. DATE OF BIRTH | 9- AGE (last birthday) [IF UNDER 1 YEAR | IF UNDER 24 HR

Hal e White Widowed [] Divorced [1 5/ 8/1887 Fs Months [ Days Hours Min.

10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE (City and state or country}.| 12, CITIZEN OF WHAT COUNTRY
dumrnmlé%f working life, even if retired) Farm-l ng xenrnq Mi ssouri U . 3 .A .

13s. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME ‘14, NAME QF HUSBAND OR Wl‘FE

Wiliiam BRobeson Elvira Reames Elizabeth Barr

15. WAS DECEASED EVER IN U.5. ARMED FdRCES? 16. SOCIAL SECURITY. NO. |17. INFORMANT Address

(Yes, no, ol u?nuwn) I (If ves, give war or dates o illiaﬂl D . ROb eson, Ho1t Hissonri
18.

OF DEATH (Enter only one cause INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE Caust () __ Uremia 5—6T§_igs_._
Conditions, if my,] oveto ) __ Urinary bladder obstruction. _ 1l yr.

which gave rise 10
oueto ) __Carcinoma of progtate 3=l yrs

above cause [a),
stating the under-

PART I).° OTHER SIGNIFICANT CONDI'I'IONS CONTRIBUTING . TO DEATH but not relsted to the terminal PART UI, If decessed wes fomale was
disease condition given in PART I (&) ‘-there a pregnancy in last 90 days

lying cauvie last.
Cerebral hemorrhage, senility & malmutrition, [OYes ] QNe | O Urknown
19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICID: 20b. DESCRIBE HOW INJURY QOCCURRED. (Enter nature of mjury in PART | or PART I of item 18.)
FORM'.qu?U [m] [m] a . .

"VS§ 300
Rev. 4/59

DATE AMENDED

-
r
i
=
=2
(v
O
[a]

INJURY a.m.

_AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

20c. TIME OF  Hour  Month, Day, Yesr

pP-m. 1

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20i..CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORX ] " farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

21. 1 attended the deceased fror Jan- =47 May=19- nd last $aW hin, alive o L L. 6
) . on the date stated above, and to the best of my knowledge, from the causes stated.
225, ADDRESS . 22¢, DATE SIGNED

10 W, Kansas Liberty, Mo, | 5=20-63

_"Z3a, BUR'AL, CR L. 3 OF -OR. CREMATORY—- - — —|- 23d:- LOCATION- [City,” town; o ‘county) — - — — {51ate)’ -

REM! ¢ - .
_Burial . ; - B
74, FUNERAL DIRECTOR 25, __D_A'I'E RECD. BY LOCAL REG.

F!‘Y Funeral Home, Kedrney, Missouri é‘a?(? -6

MEDICAL CERTIFICATION

wr

USE BLACK INK

$HOULD READ . .

BY AFFIDAVIT OF

TTEm NG|

.

{Licensed Embalmer’s Statemant on Reverse Side)




S‘I’A‘I’EMEN‘I’ !\' LICENSED EMBALMER
- L ety .
\ héreby ceriify that the body ‘whose name is recorded on the reverse side of this cerfificate was embalmed by me,

by - ST S - .-t . - .Student Embalmer No.'

working under my personal supervision.
t

Student

Signature of Student'Embalmer -

. . Nofe: The above MUST BE SIGNED BY THE: I.ICENSED EMBALMER ln hls OWN HANDWRITING.
with fhe above constitutes grounds for revocation of license). : ‘ .
. LW embalmed by a STUDENT, he also shall sign m his OWN handwrmng\ .

7 If this ‘body i5 not embalrned fact should be so sfated above - .

:‘ -
P -




